=
UNICARE . Personal Health Statemen

Section T < To Be Completed by Policyholder

POLICY / PLAN MO, : BILLUNG GROUPND. _______ BILLING SUBGROUP / UNIT MO, CLASS EXSTING LIFE-IN-FORCE §

POLICYHOLDER (EMPLOYER) CEAT. NO.

NAME OF EMPLOYEE - _DATECFEMATH __ SEX Ow

EMPLOYEE'S HOME ADDRESS _ = L E LATE APPLRCANT

Vi
L TE

1. DO YOU HAVE ANY DISEASE OF AILMENT AT THE PRESENT TIMET

2 IF THE ANSWER TO QUESTION MO, 1 15 "YES®, DO YOU CONTEMPLA au::
PHYSICIAN RECOMMEMDED AN OPERATION DR ANY MEDICAL TREA
THIS COMDITIONT

3 DUFING THE PAST FIVE YEARS HAVE YOU

A HAD ANY DISEASE OF THE KIDNEYST

B. BEEN ADVISED THAT YOU HAVE DIABETER? Sgatil]
{IF YES, PROVIDE TYPE. MEDICATION AND DOSAGE) L

HAD ANY DESEASE OF THE HEARTT |

BEEN ADVISED THAT YOU HAVE ABNORMAL BLOOD PRESSLRET :
IIF YES, PROVIDE TWO READINGS AND MEDICATIONS)

HAD ANY MSEASE OF THE STOMACH OR BOWEL? i rut
HAD ANY DISEASE OF THE IMMUNE SYSTEM7?

HAD ANY DSEASE OF THE LUNGS?

HAD ANY DISEASE OF THE NEUROLOGICAL SYSTEMT
HAD ANY ISEASE OF THE GEMITAL OR URINARY TRACT?
HAD ANY DSSEASE OF THE MUSCULD-SKELETAL SYSTEM? i

HAD ADVICE, ATTENDANCE OR TREATMENT BY A PHYSICIAN, PRACTITIONER [
OR ANY OTHER PERSONT |GIVE DATES AND REASON)

ol

Aleir|z|@|=|m

r

HAD TREATMENT OR OBSERVATION IN A CLINIC, HOSPITAL OR RESIDENTIAL i i
TREATMENT FROGRAMT (GIVE DATES AND REASOM)

A mm FOR LIFE, HEALTH OR ACCIDENT COVERAGE AND BEEN i
Of RESTRICTED, OR HAS A POLICY
ﬂmmmm

- : 2

B, HAVE YOU EVER RECEIVED ANY INSURANCE BENEFITS OR COMPENSATION g
OF ANY KIND FOR ILLNESS OR INJURYT <

5. WWHEN AND FOR WHAT DD YOU LAST CONSULT A PHYSICIANT GIVE DATE, NAME AND ADDRESS OF PHYSICIAN OR PRACTITIONER, AND NATURE OF INJURY OR ILLNESS,

B. WHAT IS YOURMEIGHT ___ FEET .. IMCHES, WEIGHT ___ " ' POUNDSY % ame vou PRecwanTy OvEs DOwo
& APPROVAL REQUESTED FOR FC

Owetica. Dmscures  Déer ure Dit OoRves [ EXeC. surp. n'm‘_;ﬂmn—m

TO THE BEST OF MY KMNOWLEDGE AND BELIEF, THE FOREGOING STATEMENTS: AND WHMlM“W“ﬂMNMH

T
THERE TO HAS BEEN FURNISHED TD ME BY THE INSURANCE COMPANY,

WITNEES " IRE OF EMPLOYEE = Ty .

PLEASE READ AND SIGN THE REVERSE SIDE OF THIS FORM
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